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CASE REPORT
Case Report
A 62-year-old woman was transferred to our emer-
gency room with a progressively worsening sore
throat and neck pain of several hours duration.
On physical examination, the patient was suffer-
ing from diffuse crackling and tenderness over
both sides of the neck, and a sharp object located
in the subcutaneous tissue of the upper neck was
noted (Figure 1). The patient had suffered from a
sore throat after eating fish the previous morning.
She went to a local hospital and received serial
examinations, including a physical examination,
flexible laryngoscopy, and lateral neck plain X-ray.
With suspected foreign body impaction in the
esophagus, she underwent rigid esophagoscopy
under general anesthesia but no foreign body was
found. The perioperative conditions were stable.
However, progressive odynophagia and painful
swelling of the neck developed several hours later
and she was transferred to our hospital for further
evaluation and treatment.
On examination in our emergency room, the
oral cavity and tonsils showed nothing untoward.
Flexible laryngoscopy did not reveal anything ex-
cept for edematous swelling of the left arytenoid.
A lateral neck X-ray revealed a radio-opaque mass
at the level of the fifth cervical vertebral body. With
suspected upper aerodigestive tract perforation,
with deep neck infection, we arranged a computed
tomography (CT) scan. This showed diffuse em-
physema over the subcutaneous and deep layers
of the neck and a needle-like radio-opaque den-
sity that penetrated the left sternocleidomastoid
muscle at the level of thyroid cartilage (Figure 2).
The foreign body did not make contact with the
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left common carotid artery and the tip was located
in the subcutaneous tissue. The diagnosis was con-
firmed as perforation of the upper aerodigestive
tract by a migrating foreign body.
Transcutaneous extraction of the foreign body
under general anesthesia was planned. A 1-cm
horizontal incision was made in the left neck
and the tip of the fish bone became apparent
after dissecting the subcutaneous tissue. The fish
bone was extracted (Figure 3) and was shown to
be 30 mm long with a sharp tip. The wound was
closed with one stitch of 4-O nylon.
After removing the fish bone, rigid upper eso-
phagoscopy was performed to examine the upper
aerodigestive tract, which revealed a pinhole size
ulcerative lesion surrounded by edematous mu-
cosa on the lateral wall of the left pyriform sinus.
The patient was administered appropriate intra-
venous antibiotics and given nil by mouth for 72
hours. The neck lump and emphysema disap-
peared without further morbidity. The patient re-
turned to a normal diet and was discharged on
day 5 of hospitalization.
Discussion
Fish bone impaction in the upper aerodigestive
tract is a commonly encountered problem in
Taiwan, and the symptoms are cues for further in-
vestigation. A thorough oral examination, reflex
mirror and fiberoptic laryngoscopy are common
procedures used for identifying and removing
foreign bodies. In cases with negative findings, lat-
eral neck radiography and rigid or flexible eso-
phagoscopy are the most common procedures for
suspected esophageal impaction. However, inter-
pretation of lateral neck radiography often presents
the problem of false-negative and false-positive
results. In a study of cadaver specimens, Lue et al
demonstrated that plain radiography gives poor vi-
sualization of fish bone foreign bodies in soft tis-
sue.1 On the other hand, it is possible to mistake
Figure 2. Axial computed tomography shows migrated
foreign body adjacent to the left carotid artery and diffuse
emphysema of the neck.
Figure 3. The top of the fish bone embedded in the subcu-
taneous tissue of the neck.
Figure 1. A neck lump.
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normal calcified structures for foreign bodies. A
rate of negative esophagoscopy ranging between
7% and 62% has been reported. For patients with
negative esophagoscopy, we might consider the
lesion on the lateral neck plain X-ray to be a nor-
mal calcified structure and discharge the patient.
As our case showed, migration of foreign bod-
ies can occur even after positive radiography and
negative esophagoscopy. Negative rigid esopha-
goscopy that shows an ulcerative lesion with sur-
rounding edematous mucosa also suggests the
possibility of migration. A CT scan of the neck 
is an essential tool for confirmation. The cost-
effectiveness of CT scans for screening patients
with possible fish bone ingestion is still contro-
versial. However, in our case, the CT scan not only
confirmed the diagnosis, but also demonstrated the
size, type, location and orientation of the foreign
body, and its relationship with surgical landmarks,
such as the hyoid bone, thyroid cartilage, cricoid
bone, carotid artery and internal jugular vein. This
information provided us with a useful three-
dimensional impression of the fish bone, which
assisted with successful neck exploration.
Fish-bone foreign bodies that penetrate the
extrapharyngeal space are relatively rare. Because
foreign bodies tend to be excreted from the body
naturally, they may migrate to subcutaneous tis-
sue and present as neck lumps several weeks or
months after ingestion.2–5 Rapid movement of the
foreign body from the hypopharynx to the skin
is unusual. This case presented as a neck lump 
1 day after onset. As the image of the fish bone
shows, the sharpness and strength of the bone
probably contributed to this rapid progression.
Chee and Sethi reported 24 cases of migrating
foreign bodies in the aerodigestive tract in 1999.6
They concluded that horizontal orientation of the
fish bones means that they are more likely to mi-
grate extraluminally to the path of least resistance.
Our case also showed horizontal orientation of
the fish bone, which may have played a part in its
rapid migration. Also, our patient received rigid
esophagoscopy several hours before. The manipu-
lation of the procedure under general anesthesia
may further compress the fish bone from the
esophageal lumen and speed up its extrapharyn-
geal migration. Although rigid endoscopy is a
widely used technique for removal of foreign bod-
ies in the airway and esophagus, with a very high
success rate and a very low complication rate, it can
cause mortality.7 Clear visual fields and delicate
manipulation are key points for successful rigid
endoscopy. Before pushing the endoscope forward,
the saliva should be sucked out and the mucosa
checked carefully to avoid missing submucosal
foreign bodies or compressing them further.
Leaving foreign bodies in the neck can result
in acute complications such as deep neck infec-
tion, mediastinitis, or vascular complications, all of
which can increase morbidity or even mortality.
The unusual signs of the present case caused us
to arrange a CT scan to identify the foreign body.
After simple surgical intervention and appropri-
ate medication, the patient did not suffer from
further morbidity.
In conclusion, we should keep in mind that
foreign body migration should be suspected if
there is a suggestive history, positive findings upon
lateral neck radiography, and negative esophago-
scopy. CT scans are a valuable tool for diagnosis
and surgical planning.
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